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Response
Cait O’Sullivan correctly points out that one of the rea-

sons more patients considering primary cardiovascu-
lar disease prevention will be treated with statins is that 
the Canadian dyslipidemia guidelines are based on all 
cardiovascular outcomes rather than the “hard” cardio-
vascular outcomes used in the Adult Treatment Panel 
(ATP) III guidelines. The new ATP IV guidelines, due at 

the end of the past year, have been slow to appear. This 
might be partly owing to new expectations regarding 
guidelines produced by the Institute of Medicine (a sort 
of guideline on guidelines),1 but it also must certainly 
refl ect a concern for the increasing cost of statin therapy 
with reduced probability of benefi t as lower risk people 
are offered treatment. 

The new ATP IV guidelines are expected this year, and 
I am concerned that they might resemble the Canadian 
guidelines, which tend to push individuals at intermedi-
ate risk toward treatment through use of high-sensitivity 
C-reactive protein evaluation and lower low-density 
lipoprotein (LDL) thresholds despite a lack of evidence 
for either as a risk indicator. There now seems to be 
increasing support for using statins to treat cardiovas-
cular risk rather than LDL levels.2 Perhaps the new con-
straints on guideline development will help promote 
more attention to evidence and reduce the infl uence of 
expert opinions and confl icts of interest. 

Decisions for statin use in primary prevention, as has 
been pointed out, depend on risk assessment and treat-
ment threshold. Individuals at all risk levels derive an 
equal relative benefi t from statin use, but the absolute 
benefit to those at low risk is small indeed. Knowing 
the number needed to treat (NNT) helps with shared, 
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informed decision making. The best tool for assessment of 
risk, however, remains a very individual decision. Those 
preferring guidelines might opt for the Canadian dyslip-
idemia guidelines, perhaps without the high-sensitivity 
C-reactive protein option. Another alternative, as pointed 
out, would be to use the old ATP III model based on the 
“hard” Framingham outcomes (used in the older calcula-
tors), and add in the multiple for family history.3

Alternatively, a pragmatic approach would be to pick 
the tool for risk assessment, decide on threshold for 
treatment with the aid of the NNT along with patient 
consultation, and give a moderate dose of medium- or 
high-potency generic statin based entirely on level of 
risk, and without consideration of LDL levels. 

The NNT generated in the dyslipidemia guidelines 
calculator comes from the Heart Protection Study.4

Although this was primarily a study of secondary pre-
vention, relative risk reduction is known to be simi-
lar across all levels of risk. It was found that 40 mg of 
simvastatin reduced incidence of all vascular events by 
27%. This was the fi gure used to derive the NNT for the 
calculation. It is not possible to impute any degree of 
precision to this fi gure, but it is offered as the best avail-
able estimation of the therapeutic effect of a statin dose, 
given that most of the benefi t is seen with that initial 

dose. The study was a very large randomized placebo-
controlled trial, which showed a statin benefi t for all 
vascular end points. 
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Vancouver, BC
Competing interests
None declared 

references
1. Committee on Standards for Developing Trustworthy Clinical Practice 

Guidelines Board on Health Care Services. Clinical practice guidelines we can 
trust. Washington, DC: The National Academies Press; 2011. Available from: 
http://books.nap.edu/openbook.php?record_id=13058. Accessed 2012 
Mar 6.

2. Hayward RA, Krumholz HM. Three reasons to abandon low-density lipopro-
tein targets: an open letter to the Adult Treatment Panel IV of the National 
Institutes of Health. Circ Cardiovasc Qual Outcomes 2012;5(1):2-5. 

3. Lloyd-Jones DM, Nam BH, D’Agostino RB Sr, Levy D, Murabito JM, Wang 
TJ, et al. Parental cardiovascular disease as a risk factor for cardiovascular 
disease in middle-aged adults: a prospective study of parents and offspring. 
JAMA 2004;291(18):2204-11. 

4. Heart Protection Study Collaborative Group. MRC/BHF Heart Protection 
Study of cholesterol lowering with simvastatin in 20,536 high-risk individuals: 
a randomised, placebo-controlled trial. Lancet 2002;360(9326):7-22. 

Make your views known!
To comment on a particular article, open the article at www.cfp.ca and click on 
the Rapid Responses link on the right-hand side of the page. Rapid Responses are 
usually published online within 1 to 3 days and might be selected for publication 
in the next print edition of the journal. To submit a letter not related to a speci� c 
article published in the journal, please e-mail letters.editor@cfpc.ca. 


